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Abstract 
Access to dental care for all population groups in Canada is inequitable. While the overall 
dental. health of Canadians is very good, there are disparities that primarily affect the fmancially 
disadvantaged in society. Current methods for delivering dental care demonstrate an economic 
gradient favoring more affluent members of society. An examination of the methods for 
financing dental care, both public and private, will be conducted to better understand the 
challenges to solving this dilemma. The role of government and dental professionals in providing 
access to dental care will be explored. 
The existing gaps in dental care delivery will be illustrated, and the current methods for 
providing dental care in northern British Columbia will be identified. While continued 
government support for disadvantaged groups is necessary, an investigation of alternative models 
of low-cost dental care delivery will be undertaken to determine the feasibility of these models in 
Prince George, British Columbia. Solutions that are being used in other nations will be 
considered to determine their applicability to our local situation in northern British Columbia. A 
preferred model will be proposed for implementation in Prince George. Ultimately, two 
questionnaires will be developed to assess the attitudes and preferences of dental professionals 
and social agencies in coming to a consensus on the best model for bridging the existing gaps in 
dental care access. 
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Breaking Down Barriers: Towards the Development of A Low Cost Community Dental 
Clinic in Prince George, British Columbia 
Chapter One - Introduction 
Canada' s current health care model promotes universal access for all Canadians. Since 
the Canada Health Act (CHA) does not defme oral health as part of general health, it can be 
argued that no obligation to meet the tenets of the CHA exists for dental professionals (Main, 
Leake, & Burman, 2006). Basic oral health care has been largely ignored, despite the primary 
objective of the CHA policy which states its purpose is "to protect, promote and restore the 
physical and mental well-being of residents of Canada and to facilitate reasonable access to 
health services without fmancial or other barriers." But Canadians must use their own 
resources, third party insurance programs, or government programs for oral health care (Main, 
Leake, & Burman, 2006). The Canadian Association of Public Health Dentistry' s position 
statement on access to dental care states "All Canadians should have equitable access to oral 
health care, regardless of their employment, health, gender, race, marital status, place of 
residence, age or socioeconomic status". The Canadian Dental Hygienists Association (CDHA) 
also asserts " ... oral health care - a significant component of overall health- is the right of all 
Canadians." The issue of access to oral health care for Canada' s low socioeconomic status 
(SES) individuals will be explored from the perspective of all stakeholders. Two questionnaires 
will be developed to reveal the attitudes and values of the dental professionals and social 
agencies that work closely with this underserved population. 
This MBA project will investigate the options for a low-cost community dental clinic in 
Prince George, British Columbia to replace the existing emergency services dental outreach 
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clinic currently operating six hours per month. To do this, different models of dental care 
delivery that are employed in communities locally and internationally to address the needs of 
underserved residents will be investigated, with the intention of determining the preferred model 
in Prince George, British Columbia. 
It is essential to review the historical development of our current Canadian dental health 
care system to ensure all of the issues involved in delivering dental health care are considered. 
Understanding the past is pertinent to evaluating the present situation and models of care that 
have developed as a result. In addition, federal, provincial, and local statistics on dental health 
and dental access will be reviewed. 
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Chapter Two - Methodology 
The goal of this project is to develop two comprehensive questionnaires to be 
disseminated amongst the dental health care professionals who represent the stakeholders who 
will be directly affected by the establishment of a low-cost dental clinic. This survey will be 
planned as part of the current project, but will be implemented at a later date. To do this, an 
extensive review of the literature will be conducted to examine alternative low-cost dental care 
models employed both domestically and internationally. The author will compare and contrast to 
determine the feasibility of such models, or components of those models, within Prince George, 
British Columbia. 
As part of the literature review, the author will investigate the rationale for publicly-
financed dental care delivery versus privately-financed which currently dominates the Canadian 
system. There are many aspects to this issue that go beyond the issue of poverty. To adequately 
address and resolve the issue of access, the theoretical argument of public versus private 
fmancing, alternative practice models, and government legislation must be considered. 
To obtain the necessary information, a search for primary literature and grey literature 
was conducted utilizing the following online library databases: Pubmed, Ebscohost, CINAHL, 
Google Scholar, and Business Source Complete. When relevant, search terms employed in 
earlier articles that were sourced were added to this author's key search terms to improve 
literature collection. In some instances, the primary literature sourced was so relevant that the 
specific author(s) name(s) were added to the search criteria. Only English language, primary 
literature was included, but quantitative, qualitative, and mixed methods studies were all 
considered for this review of the literature. It was necessary to explore the current methods for 
3 
financing dental health care in British Columbia to ensure the most feasible community clinic 
model could be determined. This was accomplished through an internet search of the provincial 
government website, seeking health care fmancing broadly, and dental health care fmancing 
specifically. A further search of the federal government website was also conducted pertaining 
to dental health coverage for First Nations and Inuit populations. The author's clinical dental 
practice experience enhanced the knowledge of the typical methods for fmancing dental care. 
There is significant interest in and focus on the inequities in dental health care access in 
Canada and the USA. The result is that a substantial amount of research has already been 
undertaken. This allowed the author to access both historical and current research in order to 
adequately explore the issues impacting the development and sustainability of a low-cost dental 
clinic model for the community of Prince George, BC. Furthermore, the author is an educator at 
the dental studies teaching clinic in this community which provides frontline experience with the 
population under investigation and the issues involved in restricting their access to traditional 
dental practice environments. It was determined that a literature review and government website 
search would be sufficient for informing the author for the purposes of development of a 
questionnaire. 
The literature research unearthed more than one potential model of low cost dental clinic 
that would be suitable for this community. To better inform the decision, a questionnaire will be 
distributed to regional dental professionals to develop a tailored assessment of professional 
support for, and expected referrals to such a clinic. It is important to respect the opinions of all 
those impacted by the establishment of such a clinic, and not solely focus on one stakeholder 
group. See Appendix 1 
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A recurring theme from the literature search was the belief that social services agencies 
would be more apt to refer to a community clinic if they know the services provided (Daly, B, 
Newton, T, Batchelor, P, 2010). Therefore, a second survey was developed to obtain the current 
knowledge of dental care services available and referral preferences for clients common to the 
existing Prince George EDOC and social service referral agencies in Prince George, BC. See 
Appendix 2 
The distribution of surveys for dental professionals is specific to Prince George, BC and 
possibly some of the regional communities. It would be most comprehensive to distribute the 
surveys through the regulatory bodies at the time of professional license renewal -that is, 
through the Registrar of the CDHBC (Jennifer Lawrence) and the Registrar of the CDSBC 
(Jerome Marburg) in January/February of the next registration period. Alternatively, use of 
local/regional professional association emaillistservs could be employed to obtain more timely 
access to this information. The use of these listservs would be less comprehensive as 
membership is voluntary; therefore, not all dental health professionals would be included in such 
a survey. 
To survey the social services agencies most likely to interact with the underserved 
populations, it was first necessary to identify those agencies: 
• Prince George Native Friendship Centre 
• Central Interior Native Health Society 
• Active Support Against Poverty 
• Phoenix Transition House 
• St Vincent de Paul Society 
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• Salvation Army Services 
• Local medical professionals and ER staff 
• Social workers at the Ministry of Social Development and Social Innovation 
• Carrier Sekani Family Services 
• Lheidli T'enneh 
It is recognized that the response rate on this second survey is unlikely to be as reliable as these 
groups are not as closely associated with dental care and may feel less buy-in for the proposed 
clinic. 
While an examination of the beliefs and preferences amongst consumers for utilization of 
a low cost dental clinic would support the project, the transient nature of the population under 
investigation would be difficult. The known usage rates of the existing clinic and demands made 
on local dental professionals to volunteer their skills and time was deemed sufficient evidence of 
the demand for low-cost dental care services. Current usage rates were obtained from the Prince 
George EDOC to illustrate current access of such services. 
The surveys will hence be conducted in conjunction with the next registration renewal 
period of January/February 2015 to allow comprehensive distribution to all dental professionals. 
To ensure continuity of the survey dissemination and collection/analysis process, the survey of 
referral agencies will be planned to occur concurrently. 
The initial contact with CDSBC and CDHBC will be conducted in May 2014 to allow 
ample planning time to ensure the survey can be distributed as part of their annual renewal 
process. The social service referral agents will also be contacted in May 2014 to enable 
coordination of dissemination and collection of surveys. 
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The author will work with the office for Institutional Research at the College of New 
Caledonia in compiling statistical estimates from the completed surveys. The results of the 
surveys will be used to determine the preferences for services offered by a low-cost clinic model. 
This will allow the development of a low-cost clinic that offers dental care relevant to the 
identified professional preferences and perceived needs of the referral agencies. 
It is anticipated that the findings will favor a full-service model employing dental 
professionals receiving some form of compensation - an honorarium for instance. At the time of 
writing a third low cost clinic model, Walk In Dental Care, had opened in Prince George, BC. 
This clinic accepts all public dental insurance plans at par. This still does not address any of the 
access issues for the low SES with no public dental insurance, nor does it include any preventive 
dental health education or therapies. However, the strain currently experienced by the existing 
EDOC will be lessened, allowing a renewed focus on preventive therapy and lessened workload 
for existing volunteers. 
Research ethics approval was not sought as the surveys are not ready for implementation. 
Key Search Terms 
• Community dental clinic • Outreach dental clinic 
• Low-cost dental clinic • Emergency dental clinic 
• Safety-net dental clinic • Public dental clinic 
• Community health clinic • Teledentistry 
• Alternative dental care delivery • Alternative dental clinics 
• Carlos Quinonez • Bruce Wall ace 
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Chapter Three - Literature Review 
Oral health is part of overall health and the mouth can be described as a portal to the rest 
of the body (Gude, Koduganti, Prasanna, Pothini, 2012). The significance of this statement is 
that oral health is directly related to systemic health. Research demonstrates the many links 
between oral and systemic health, sometimes unidirectional [periodontal disease is associated 
with increased risk of certain diseases] and sometimes bidirectional [the systemic condition 
influences oral health status; the oral health status negatively impacts the systemic condition] 
(Gude, et al, 2012). However, this interrelationship was not well understood at the time Canada 
was establishing its universal health care system. One of the outcomes of this poorly understood 
link was that dental health was not included with medical health as it is in many other developed 
nations (Schoen, et al, 2010). This has led to an oral health economic gradient whereby more 
affluent Canadians experience superior oral health as compared to those of lower SES. 
Canadians generally enjoy a high standard of living, and many employed Canadians 
enjoy added benefits such as dental care via private third party insurance providers. These 
private third party insurance schemes are well-received by dentists who generally find few 
administrative problems when billing for their services. The same cannot be said for public third 
party insurance schemes which are less popular with dentists and contribute to issues of access to 
dental care for low SES Canadians (Quinonez, Figueiredo, and Locker, 2009). 
For individuals who lack the financial means to pay for oral care out of pocket, or who 
possess a form of public third party insurance, access to dental health care can be difficult and 
often unattainable. This review of the literature will examine scholarly articles, professional 
publications, and government resources to fully explore the issues impacting access to care for 
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low SES individuals. These issues are important as they must be understood in order to reduce 
their impact. 
3.1 Dental Insurance in British Columbia 
Health care, including dental health care, has historically been provided on a fee-for-service 
basis, in which the patient pays the provider directly for services (Burt and Eklund, 2005). This 
two-party system is a private contract involving only the provider and the patient. Methods of 
financing dental health care have evolved, and the emergence of third parties is an industry 
norm. In the years immediately following WWII, dental care was considered uninsurable by 
commercial insurers (Burt and Eklund, 2005). Their exclusion of dental services was based on 
the assumption that the nature of dental need violated the basic principles of insurance, which 
state that to be insurable, a risk must be: 
• Precisely definable 
• Of sufficient magnitude that it would constitute a major loss if it occurred 
• Infrequent 
• Of an unwanted nature 
• Beyond the control of the individual 
• Without ' normal hazard ' (the presence of insurance should not lead to additional claims). 
However, all health insurance violates some of these rules. Insurance carriers realized they could 
avoid problems by: 
• Having patients pay a share of the costs 
• Limiting the range of services covered 
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• Offering coverage only to groups 
• Including waiting periods after enrolment before benefits became payable 
• Using preauthorization (predetermination) and annual expenditure limits 
Requiring patients to pay part of the costs of some services deters them from overutilizing those 
services. This payment is referred to as a copayment (or coinsurance). Other disincentives to 
overutilization are the 'deductible '; limits on the range of dental services covered; and 
preauthorization or predetermination (Burt and Eklund, 2005). 
Ultimately, dental care was deemed insurable because even though all members of an 
insured group may be eligible, only some members seek treatment. Dental insurance is 
somewhat misleading as the insurance premiums are prepaid with the knowledge that there will 
be a high likelihood that dental services will be used (Burt and Eklund, 2005). 
In examining BC ' s current system offmancing dental health care services, it is pertinent 
to consider the historical development of our modem day system. The 1964 Royal Commission 
on Health Services released a report that recommended a universal medicare system for all of 
Canada. As James Leake describes, this system was modelled after Saskatchewan' s Medical 
Care Insurance Act, and it was to include coverage for physician services, dental services and 
prescription drugs. Leake explains that due to the severe shortage of dentists in Canada at that 
time, dental services for children were given priority. Ultimately, dental services were never 
included. Historically, Canada offered a mix of entrepreneurial and philanthropic health care 
services. Low SES individuals were disregarded, reportedly because poverty was felt to be the 
result of a weak character. However, after the Great Depression, society recognized that 
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entrepreneurialism could fail and government was pressured to create social equity through a 
"safety-net" (Crichton A, Hsu D, Tsang S, 1994). 
About the same time, the Dental Services Committee and its Dental Prepayment Plans 
subcommittee laid the foundation for all dental plans in Canada (Crawford, 2002). In 1966, 
Canada's first dental insurance plan was announced in British Columbia. The plan culminated 
from the work of the Dental Services Association ofBritish Columbia, the CU&C Health 
Services Society and the Sheet Metal Worker's Labour Union. Employers paid the premiums 
through a contribution of 12¢ per hour (Crawford, Ralph, 2002). 
Today, the majority of the burden for oral health care is carried by private health 
insurance and the private sector (CDHA, 2005). In the case of an employment benefit, the dental 
plan is negotiated as a fringe benefit and the employees pay for it in foregone wages to offset the 
cost of dental care. Dentists are not involved in developing dental insurance plans. Coverage is 
determined by the employer or union representative(s) as part of an employee benefits package. 
Plans include a range of services, and are not customized to meet individual oral health care 
needs. Generally a dental plan will only cover a portion of the cost of any dental treatment-the 
patient is responsible for any costs not covered by their plan. 
In BC, adult oral health care is normally provided in private practice dental clinics 
(Wallace and MacEntee, 2013). The services are charged on a fee-for-service basis. The 
provincial public dental benefits provided for clients receiving income assistance are through the 
Ministry of Employment and Income Assistance (MEIA). 
Currently, British Columbians' health care needs are covered under the Medical Services 
Plan (MSP). This government plan does provide limited dental services of an emergency or 
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traumatic nature, when medically required to be performed in hospital. There are some 
misconceptions that basic dental procedures such as wisdom tooth extractions are covered under 
this government plan if they warrant a surgical extraction. However, this is incorrect unless the 
extraction cannot be performed in a general dental practice due to other health risks (BC 
Ministry of Health, 2013). MSP does not provide coverage for dental services other than those 
just described. 
3.2 Reimbursement Methods for BC low SES 
To receive basic preventive and restorative dental care services, British Columbians must 
either have the discretionary income to finance these services out of pocket, possess a dental 
insurance plan through a third party provider, or both. Currently, approximately 32% of 
Canadians do not access dental care services with any regularity (Health Canada, 2009). 
According to the Canadian Health Measures Survey 2007-2009, cost was cited as a primary 
reason for not seeking dental care (Health Canada, 2009). How do individuals of low SES obtain 
the care they need? As we have discussed, there are dental benefits provided by the MEIA. 
However, the welfare ministry' s dental services fee guide is inconsistent with the BC Dental 
Association ' s (BCDA) fee guide. The Ministry negotiates their fee guide with the BCDA, but not 
annually. On the other hand, the BCDA fee guide is reviewed and increased annually. As a 
result, the MEIA' s fee guide is currently around 70% of the BCDA Fee Guide (Wallace, Bruce, 
2012). For patients who are covered by this plan, they must first source a dentist who will accept 
this form of insurance and secondly they must determine if the dentist will accept the MEIA fees 
at par. The most common outcome of the discrepancy between these fee guides is that dentists 
make the patient pay the difference between the BCDA fee guide and the amount the MEIA fee 
guide will pay. This practice is termed 'balance billing' and is reported throughout the province 
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(Wallace, 2008). The result is that qualifying low income adults in BC are still excluded from 
basic oral health care due to their limited finances. A further confounding factor in the MEIA 
dental benefits is the inclusion of limits to coverage. The fmanciallirnits on these benefits give a 
maximum amount that can be charged in a two year period. Often, this forces a patient to choose 
between an extraction of the infected tooth or try to live with the pain a while longer. This is 
hardly a humane choice. Typically coverage is targeted at emergency treatment and any 
preventive and restorative treatment is severely limited (Wallace, 2008). 
Provinces and territories are responsible for health care delivery, but they must follow the 
guidelines outlined in the Canada Health Act (CHA). Like any Canadian, First Nations people 
and Inuit access insured services through provincial and territorial governments (Health Canada, 
2013). To support First Nations and Inuit in achieving a comparable health status to other 
Canadians, the Non-Insured Health Benefits (NIHB) Program provides coverage for a limited 
range of goods and services when they are not insured otherwise. This coverage includes a 
specified range of dental care services, divided into two schedules: Schedule A (services that 
may be provided without predetermination within NIHB Program limits) and Schedule B 
(services that require predetermination). Some basic services are initially allowed without 
predetermination, but subsequent provision of that service may require predetermination (Health 
Canada, 2012). 
The BC Healthy Kids Program helps low SES families with the costs required in 
accessing basic dental care services. Eligibility requires that the dependent child be under the age 
of 19 years and be in receipt of Medical Services Plan (MSP) Premium Assistance through the 
Ministry of Health Services (BC Ministry of Health, 2013). Families who have been approved 
for MSP Premium Assistance will be signed up for the Healthy Kids Program at the start of the 
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following month. No additional application form is required. Dental coverage under the BC 
Healthy Kids Program is limited to $1400 ofbasic dental services every two years. Basic dental 
services include exams, radiographs, fillings, debridement, prophylactic polish and extractions. 
In the event that a child's biennial limit has been reached, emergency treatment is available for 
the relief of pain only. In order to access dental services under this plan, the client must show the 
child's BC CareCard or BC Services Card to the dental office. The dental office must confirm 
coverage with the program contractor prior to each appointment. Not all dental clinics will 
accept this coverage due to the administrative work that is required. Additionally, it is up to the 
child's caregiver to confirm if there will be any additional charges over and above what is 
covered by the Healthy Kids Program (this is balance billing). Children remain eligible for 
coverage under the Healthy Kids Program as long as their parents' MSP Premium Assistance is 
active and continuously in effect. This coverage may remain up to and including the month they 
turn 19 years old. Since the BC Healthy Kids Program does not keep a list of participating dental 
providers, it is the responsibility of the parent to find a dentist who is accepting children covered 
by the BC Healthy Kids Program. This task can prove daunting in larger communities, 
particularly when most dentists also balance bill. Payment for services rendered is sent directly 
from the BC Healthy Kids Program to the dental provider. If services are billed for children 
without active coverage; ineligible for the program; not provided within time restrictions; in 
excess of the annual limit and/or in excess of the rates of the program, the dental provider will 
not receive any payment. These possible negative outcomes sometimes dissuade dentists from 
accepting this plan at all. 
For adults of low SES, there are limited dental and orthodontic services provided through 
the MEIA plan. Emergency dental services for the relief of pain are provided to all recipients of 
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income assistance, disability assistance, and hardship assistance. Dentures are provided to 
recipients who meet specific eligibility criteria. Basic dental services including restorations, 
extractions, and preventive services are provided to recipients of income assistance and disability 
assistance supplements. Crown and bridge services may be available to Persons With Disability 
(PWD) designation or who meet the Persons with Persistent Multiple Barriers (PPMB) criteria 
who have a dental condition that cannot be corrected through basic dental services, and have a 
medical condition that prevents the use of a removable denture. These services are available 
under the Employment and Assistance Regulations and Employment and Assistance for Persons 
with Disabilities Regulation (BC Ministry of Health, 2013). 
3.3 Dental Care Access in Canada- Federal, Provincial, and Local Numbers 
Federal 
Throughout Canada, gaps in access to basic dental care exist. According to the Canadian 
Health Measures Survey 2007-2009, 32% of Canadians lack any form of dental insurance 
coverage. In the year preceding the survey, 17% of Canadians reported that they had not made a 
dental appointment due to cost. In that same year, 16% of Canadians admitted to avoiding 
completing their recommended treatment due to cost. A further 12% avoided eating certain foods 
because of problems with their mouth or teeth. The same percentage of Canadians reported 
ongoing pain in their mouth in the previous year. Of those Canadians reporting ongoing mouth 
pain in the past year, 16% are from the lower income group. 
Most Canadians pay for their dental care through a dental insurance plan, either as an 
employee benefit, or by purchasing a private plan. This represents 62% of all Canadians. A 
further 6% possess some form of public insurance plan. Therefore, 68% of Canadians hold some 
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form of dental insurance. These numbers represent overall averages, so they may mislead the 
coverage represented within different population groups. For instance, of older Canadians aged 
60-79 years old, 53% do not have any dental insurance. And within the lower income group, 
50% do not have any dental insurance. In the group of Canadians who are covered by public 
insurance, a full 18% reported having pain in their mouth in the past year. Having public 
insurance coverage was not a cure for oral pain. 
A full 94% of Canadians aged 20-79 years old still have teeth. Of those, 96% have had a 
history of dental decay, despite it being a preventable disease. Further, 34% of dentate Canadians 
have some dental treatment needs identified. And 4 7% of lower income Canadians have a 
treatment need identified compared to 26% of the higher income group. Twenty percent of adults 
20-79 years old have an average of three coronal cavities in need of restoration. And seven 
percent of adults 20-79 years old have an average of 2. 8 root cavities in need of restoration. 
Twice as many low income Canadians have cavities that require treatment compared to 
Canadians from the higher income group. In addition to decay, oral lesions are a neglected health 
concern for 12% of Canada' s adults. 
These statistics are snapshots of the bigger picture of oral health status in Canada. An 
estimated 40.36 million hours are lost from school or work or normal activities in one year 
because of dental appointments or problems with teeth. This includes 2.26 million school days 
and 4.15 million working days lost to dental visits or dental sick days (Health Canada, 2009). 
Provincial- British Columbia 
In BC, patients attending private practice and not-for-profit dental clinics participated in 
the BCDA Adult Dental Health Survey 2006. Patients without insurance in BC represented 
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23.8% of the population. Of those with dental insurance, the majority (70.4%) was private 
insurance. Only 1. 7% was NIHB, 1.9% was MEIA, and 2% was other government insurance. 
Statistically, 45.5% of those aged 66-75 years old lacked any dental insurance. That 
number climbs to 57.9% of those aged 76-85 years old. When categorized by gender, 54% of 
uninsured British Columbians are female. 
At not-for-profit clinics, 59.7% of uninsured patients are male. The largest age group 
presenting to not-for-profit clinics was 46-55 years old, but overall the patients are younger, with 
a smaller percentage over 56 years old. Comparing private practices to not-for-profit clinics, 
74.2% seek regular care versus 39.5% respectively. Of those seeking care at not-for-profit 
clinics, 12.4% were classified as emergency patients compared to only 1.9% of private practice 
patients. The most common reason for visiting a not-for-profit clinic was to obtain a filling 
(21.6%). Pain relief is cited as the reason for visiting a not-for-profit twice as often as for visiting 
a private practice clinic. 
A significant number of patients cited the need for a new partial denture as their reason 
for attending a not-for-profit clinic (1 0.3%) compared to I . 7% at private dental clinics. The need 
for a complete denture was also higher at not-for-profit clinics at 4.3% compared with just 0.8% 
at private practice clinics. Similar findings were reported for denture repairs or relines . Finally, 
dental fillings were cited by 21.6% of not-for-profit patients as their reason for seeking 
treatment, but 16% of private practice patients shared this need. 
Considering billing methods, in a not-for-profit clinic, 26.2% have no insurance which is 
similar to private practice clinics where 23 .8% have no insurance. The difference is that 70.4% 
17 
of private practice patients have private insurance compared with just 22.3% of not-for-profit 
patients. Most not-for-profit patients (49.2%) have public insurance (MEIA). 
Generally, not-for-profit clinics treat more emergency patients and are providing more 
surgery, removable prosthodontics, and periodontal (not preventive) treatment. The not-for-profit 
clinics also treat more patients whose last dental visit was within the past three months. 
Other notable comparisons between not-for-profit and private practice clinics include; 
none are free of decay in not-for-profit clinics compared to 2% in private practice, and 21.4% 
have not had any teeth extracted compared to 37.5% in private practice. These measures indicate 
a healthier population visits private practices compared to those who frequent the not-for-profit 
clinics. 
Local- Prince George Emergency Dental Outreach Clinic 
The Prince George EDOC has treated 1,871 patients in the six year period from January 
2008 to December 2013. A total of2,701 teeth were extracted during this same period, for an 
estimated value of$343 ,500 in services provided. 
There are 22-23 clinics held each year, and the number of patients per clinic varies from 
nine to 21 in a three to three and a half hour session. The number of extractions per patient varies 
from one to eight teeth depending on the patient's pain level and the level of periodontal 
involvement. 
Considering Prosthodontics, in 2011 the EDOC paid for 6 full dentures to be fabricated 
for needy patients. In 2012, the number of complete dentures provided included 19, two partial 
dentures and one denture reline. In 2013 , 21 full dentures, and seven partial dentures were 
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fmanced by the EDOC. The dentures are provided by a local denturist at a considerable discount. 
Originally, patients were expected to pay half of the cost, but more than 75% of denture clients 
had no funds . 
The EDOC is able to generate some funds through billing to public insurance plans. The 
years, 2009-2012 saw an average of$9,227.74 per year revenue from MEIA, but that dropped to 
$4,238 .79 for 2013. The year 2013 marked the opening of the Walk In Dental Care clinic which 
also accepts public dental insurance plans at par. Interestingly, the NIHB revenue generated at 
the EDOC has remained consistent during 2013 at less than $2000 per year. This may be related 
to the location of the EDOC within the PG Native Friendship Centre, it may be that referrals for 
this population group are primarily made to the EDOC, or there may be other reasons unknown 
to the author. 
3.4 Alternative Models of Dental Health Care for Low SES Individuals 
The traditional private practice dental clinic model is not addressing the oral health needs 
of low SES individuals. In response to their unmet treatment needs, a variety of low cost 
community dental clinic models have been developed. There are three typical models of 
community dental clinics that exist in BC today: 
1. PhilanthropicN olunteer dental clinics 
2. Social Enterprise/Subsidized dental clinics 
3. Teaching clinics 
To expand our understanding of feasible low cost dental clinic models, solutions that are being 
utilized outside of Canada will also be explored. By comparing and contrasting the various 
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models, the successful characteristics best suited to a particular community's needs will be 
revealed. 
Looking beyond Canada's borders to assess low cost dental services, the American 
solutions to dental need are similar to Canadian models of care. Low cost dental clinics include 
federally subsidized community health centres (CHCs) and those sponsored by local health 
departments (Byck, Cooksey, and Russinof, 2005). The interesting difference is that the majority 
of these American clinics operate at sites that provide other health care services, and some offer 
evening and weekend hours. Another positive difference is that several American CHCs provide 
outreach and educational oral health services, such as dental screenings, health fairs, school 
sealant programs, public education, or oral health awareness programs, as well as peer education 
training, media education, local advertising and tobacco-use cessation programs. These clinics 
generate revenues through patient fees and insurance; grants (some federal); state, county or 
school board funding; private contributions; donated dental equipment and supplies; and 
volunteer time from dental professionals. As Byck et al (2005) describes, fees normally 
accounted for only one third of all revenue for private clinics and half for health centres. Byck et 
al (2005) explains that the dentists on staff at CHCs are sometimes paid and sometimes 
volunteer. Further, just one third of clinics employed dental hygienists. The CHCs frequently 
offered other resources such as social services, translators, and transportation assistance which 
Byck et al (2005) contends could enhance their accessibility and familiarity. The low cost dental 
clinics rarely employed dentists, the implication being that they volunteer their services. 
An innovative model unearthed in this review of the literature is the Virtual Dental Home 
(VDH), debuted in California, USA. In this model, Glassman, Harrington, Mertz, and Namakian 
(2012) describe how dental care is initiated in a community setting by a dental hygienist or 
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dental assistant under the direction of a dentist who reviews their electronic records and makes 
diagnostic and treatment decisions for appropriate patient care. As described by Glassman et al 
(2012), the VDH reveals a successful way to arrange geographically distributed, collaborative, 
telehealth facilitated teams who see patients, perform prevention and early intervention services, 
and make and support referrals for treatment by dentists. Glassman et al (2012) contend that an 
important part of the success of this project is its expert advisory committee that provides 
feedback on design and arrangement of the model, contributes to identifying areas for growth of 
the model, and to the development of recommendations to enable sustainability and expansion of 
this model. 
An interesting community partnership was discovered during this literature review. The 
model, described by Higbea, Palumbo, Pearl, Byrne, and Wise (2013), requires low SES patients 
to volunteer their time completing community service in exchange for treatment by a 
participating dentist in his/her private dental practice. This model was initiated in 2006 in 
Michigan, and involved a broad group of stakeholders. As a result, Higbea et al (20 13) describe a 
very collaborative model where the patients initially attend a two hour oral health education 
session conducted by a dental hygienist. Subsequent to this initial appointment, the patient 
undergoes a dental screening, debridement, and radiographs. Higbea et al (2013) explains how 
the patient must then complete a prescribed number of hours of community service prior to 
receiving treatment by a partner dentist. This was deemed appropriate as the dentists themselves 
are volunteering their skill and labor to provide care for the individual. Since this model was 
established, 13 other models mirroring this framework have been established elsewhere in 
Michigan. 
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Simons, Pearson, and Movasaghi (2012) explored two models providing dental care to 
the homeless in the United Kingdom (UK). One model was described as a dedicated (or fixed) 
dental surgery (DDS), and the other a mobile dental surgery (MDS). Both clinic models were 
part of a larger collaborative health initiative, much like that described by Byck et al (2005). The 
authors contend that" ... flexibly delivered dental services, embedded in local health and social 
networks, promoted uptake in these clients who normally find it extremely difficult to fmd dental 
care services elsewhere." Simons et al (2012) propose including dental services as an essential 
part of primary care, involving multidisciplinary collaboration between general practitioners, 
mental health services, addiction services and podiatry. The authors propose that by educating 
other service providers and agencies working with the homeless to be aware of their dental care 
needs, it will be possible to connect with local dental services. In comparing the DDS to the 
MDS, they describe the MDS as slightly more effective due to its flexible format. However, they 
describe better follow through of treatment plans at the DDS than at the MDS. The key to this 
study is its demonstration of success in combining a variety of health services in a singular 
location. 
3.5 Public Funding for Dental Care 
Canada has the second lowest per capita public oral health expenditures of all 
Organization for Economic Cooperation and Development (OECD) countries. Of the 4.6% 
(2005) Canada spends on oral public health, the majority (61 %) is provincial, not federal (39%). 
Most of the federal dental expenditures are for First Nations and Inuit oral health services 
(CDHA, 2005). 
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The funding and financing of the delivery system for medical and hospital care in Canada 
is socialized. Funds are raised through taxes and premiums and collected by governments who 
then allot them to fmance payments to physicians and hospitals. This system of collection is 
considered equitable and by distributing the funds through a 'single payer', administration is 
very efficient. 
Dental care, in comparison, is delivered by private, for profit practitioners. Differences 
between delivery of dental services and medical services include: 
• Private financing dominates dental care whereas 98% of payments to physicians are 
publicly funded. 
• Dental care is paid by funds that come from individuals or are administered by several 
private insurers. This means there are 'multiple payers' which diminishes administrative 
efficiency and leads to increased expenses. 
• Dentistry is primarily provided through a single model of care delivery (fee-for-service, 
private practitioners in private offices), compared with several models and sites in 
medical care. 
Dental insurance is typically available to employees who work full-time, but current 
employment trends show a greater shift toward part-time employment (Egan, 2013). As a result, 
fewer Canadians are expected to enjoy the benefit of dental insurance. Likewise, as baby 
boomers retire, they will also recognize a decline in coverage (Health Canada, 2009). 
The literature repeatedly demonstrates that those individuals in lower SES groups, and 
those who are generally disadvantaged exhibit profoundly inferior oral health status (Asadoorian, 
2008; Evans, 2006; Wallace, 2008; Wallace and MacEntee, 2012; Rule, & Welie 2009; Grignon, 
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Hurley, Wang, & Allin, 2010; Snow and McNally, 2010; Hwang, 2013). This is supported by 
surveys that show lower proportions of low-income Canadians visit the dentist compared with 
their more affluent counterparts (Leake, 2006; Grignon et al, 2010; Health Canada, 2009). The 
consequences of this limited access include significant economic losses, such as missed work 
and school days (Rule, & Welie 2009; Hwang, 2013; Health Canada, 2009). Canadians strongly 
support collective action to attain equity in health services and access to care (Leake, 2006). 
Additionally, Canadian physicians are beginning to question the current method of providing 
health insurance to cover every part of a person except their teeth, claiming this ideology is 
illogical and leads to chronic pain and tooth loss. Dr. Stephen Hwang (2013) proposes "Would 
we tolerate a system that didn 't cover the treatment of eye disease, and allowed people who 
lacked money to go blind?" But Canadians must use their own resources, third party insurance 
programs, or government programs for oral health care (Main, Leake, & Burman, 2006). Since 
dental insurance is the dominant form of fmancing dental care for individuals and families, it is 
perhaps not surprising that the low SES group lacks oral health care access (Ramraj , Sadeghi, 
Lawrence, Dempster, & Quinonez, 2013). Essentially, our oral health system requires all 
Canadians including low SES, to pay higher taxes to subsidize the tax-free dental benefits for 
wealthier, insured Canadians (Leake). 
Severe disparities in oral health and barriers in access to oral health care persist and may 
even be increasing among Canadians (Leake, 2006; Wallace, 2008; Williamson, Stewart, 
Hayward, Letourneau, Makwarimba et al, 2006; Ramraj et al , 2013). Within all regions of 
British Columbia, dentists regularly refuse to treat patients due to an inability to pay for 
treatment (Wallace, 2008). One third of Canadian dentists have reduced the proportion of 
patients who rely on public insurance in their practice (Quinonez, Figueiredo, Azarpazooh, and 
24 
Locker, 2010). The ' inverse care law' describes this phenomenon whereby those needing care 
the most are least likely to receive it (Asadoorian, 2008; Main et al, 2006; Snow and McNally, 
2010; Williamson et al, 2006; Grignon et al, 2010). Residents of rural and northern BC face 
numerous barriers in accessing oral care including: fmancial barriers for those without dental 
insurance, limitations of public dental benefits, refusal of care, limitations of private practice 
dentistry, limitations of charitable dentistry, insufficient numbers of dentists, limited capacity of 
dental professionals, cultural and linguistic barriers, and patients' beliefs about dental care 
(Wallace, 2008). By providing adequate dental coverage for BC' s low SES group the inequity of 
utilization of preventive care could be largely reduced. 
Consider that severe dental disease necessitates treatment by dental specialists in a 
hospital setting under general anaesthesia. BC First Nations experience childhood dental disease 
rates that involve 50-100% of the population compared to 5% in non-First Nations populations 
{Asadoorian, 2008) and these individuals typically reside in rural and remote locations. Often, 
families must travel to larger urban centers to obtain care which involves significant travel and 
treatment costs (Asadoorian, 2008) that must be subsidized. Further exacerbating the issue is the 
fact that individuals with low SES tend to postpone preventive care because they lack the 
financial means to pay (Grignon et al, 2010; Health Canada, 2009). As Schoen et al (2010) 
explain, low income people are highly price sensitive for both essential and less essential care. 
Subsequently, these low-income adults present at hospitals with severe dental pain and other oral 
health emergencies (Wallace, 2008) that resulted from delay in seeking care (Hwang, 2013). 
Untreated dental disease contributes to deleterious effects on general health (Main et al, 2006) 
and this can drain the resources needed to deliver medical care. Access to some basic level of 
dental care is necessary to achieve a medical, if not a social minimum (Canadian Association of 
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Public Health Dentistry, 2013). According to the World Health Organization (WHO), " [ ... ] 
despite great achievements in oral health of populations globally, problems still remain in many 
communities all over the world -particularly among under-privileged groups in developed and 
developing countries. Oral health is integral and essential to general health" as cited by Petersen, 
2003. These inequities are inconsistent with values of Canadians, the social contract the dental 
profession holds and the current resources allocated to health care (Leake, 2006). 
For many Canadians there are no reliable options to fmance basic oral healthcare. Social 
services agencies, emergency room (ER) staff, and others have expressed frustration in their 
efforts to obtain oral health care for their patients (Main et al, 2006). Lack of access to oral 
health care is a critical issue ... " There are many individuals lacking access to preventive and 
therapeutic oral health care, and some predictions are that these numbers will rise as our large 
baby boomer population increasingly enters retirement (Health Canada, 2009). Therefore, the 
argument favoring some form of publicly-funded dental coverage is enhanced by the current 
state of oral health care status and access in Canada. 
3.6 Private finance for dental care 
Although the arguments for some form of publicly-financed dental health care are 
substantial and certainly support the basic human rights of the low SES population, Evans 
contends that partnerships and collaboration are crucial to improving oral health. Ethics of dental 
practice and the profession are being called into question (Evans, 2006). However, there are 
other issues that influence access to care that must be considered. 
Quinonez, Figueiredo, Azarpazooh, and Locker (20 1 0) demonstrated that most Canadians 
favour receiving dental care in a private practice setting, not a public clinic. However, younger 
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populations were more amenable to the community dental clinic or teaching clinic model. This 
may indicate an aversion to publicly financed forms of dental care that are atypical to a 
traditional private practice. Similar to the patients' preference, Quinonez et al (2010) found that 
Canadian dentists prefer public financing that mimics private insurance mechanisms. Most 
dentists support government involvement in dental care, but less than half favour direct delivery 
(Quinonez et al, 2010). According to Wallace and MacEntee (2012), dentists ' reluctance to treat 
low SES individuals and the cultural incompatibility of most private practices are important 
factors to consider in fmding alternatives to treating this population. No matter what side of the 
debate you support, it is apparent the rising costs of dental insurance and inequalities in oral 
health and access to care challenge the system' s sustainability (Leake, 2006). The Canadian 
Dental Association (CDA) contends that private dental offices are efficient providers of care; 
however, they recognize that alternative practice models should be investigated to alleviate such 
inequities. The CDA believes existing professional, charitable and non-governmental programs 
should be preserved and innovative models developed to improve our oral health delivery 
system. CDA supports a collaborative approach among those who possess the ability to develop 
equitable access to dental care and ensure good oral health for more Canadians (CDA, 2010). 
It is worth noting that there is growing aversion among some private providers to taking 
on publicly financed dental patients, because government remuneration rates fail to keep up with 
the real costs of providing care or the levels of private fees. Therefore, public financing alone 
will not guarantee care (Birch and Anderson, 2005). This is echoed by Leake and Birch (2008) 
who notes increasing public subsidies for low SES may not improve access. Further, increasing 
public funding runs counter to policies that feature less government involvement in the economy 
(Leake and Birch, 2008). 
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Quinonez, Figueiredo, and Locker (2009) noted that Canadian dentists support 
government involvement in dental care, but they prefer investments in prevention rather than 
direct delivery. They also reiterate that dentists are generally unhappy with public forms of third 
party fmancing. Dentists prefer a targeted effort at meeting public needs. Public and private 
practitioners must consider each other' s challenges in order to achieve balance between public 
and private expectations in public programming (Quinonez et al, 2009). 
The CDA recognizes that the dental profession has a contract to serve society. According 
to the CDA, society has allowed organized dentistry to regulate itself and govern the practice of 
the dental profession. In return society expects organized dentistry to exercise the leadership 
necessary to ensure that the members of the profession serve and protect the public (Leake, 
2006). 
If you are fortunate enough to reside in middle-income or higher, you probably do not 
understand how debilitating and prevalent dental disease is. In a general dental practice, it is rare 
to see the extremes in oral disease. One may extrapolate this experience to mean that the actual 
percentage of our population suffering from dental disease is, therefore, minimal. But like all 
statistics, you must look at the context of the experience. Since private practice is a free-market 
environment, those dental patients are ones with an ability to pay for required preventive and 
restorative services. The discrepancy between what the dentist' s fee is, and what government 
assistance will pay must either be absorbed by the independently practicing dentist (that is, 
written off) or the patient must pay the difference. Therein lays the crux of the problem. Dentists 
take issue with the government capping their fees at rates significantly lower than the current fee 
guide suggests, and this has led to a general practice of balance billing that is practiced by the 
majority of the dentists serving an individual community. Individuals who require assistance 
28 
from government do so because they are unemployed, under-employed, or unemployable (that is, 
disabled). Their incomes are fixed and must be tightly budgeted to achieve the most basic needs 
of food, shelter, and clothing (Snow, 2010). Trying to fmd excess money to pay the balance 
between their government-sponsored dental plan and the actual service fees is often 
unachievable. This results in individuals sourcing help through the only pathway available to 
them- medical. Physicians report regularly caring for patients who have terrible dental problems 
that they are powerless to address (Hwang, 2013). And even worse, the emergency departments 
at Canadian hospitals are increasingly utilized for relief of pain or to begin a surgical course of 
treatment for infection or disease that is largely preventable or less fmancially onerous when 
identified earlier through the dental office examination. 
There are other issues besides finances that reduce access to oral health care, including: 
trust, literacy, culture, mobility, and flexibility of office schedules. There are many aspects to 
this issue that go beyond the issue of poverty. We cannot adequately address and resolve the 
issue of access without considering the theoretical argument of public versus private financing, 
alternative practice models, and government legislation. 
3. 7 Discussion 
This review of the literature demonstrates that the issue of access to care for low SES 
individuals is not unique. Several articles described publicly financed dental care that was 
included as part of health care in many nations, particularly in Europe (Birch, Anderson, 2005; 
Simons, Pearson, et al, 2012; Magnussen, 2009). This is a global issue, and no ' one size fits all ' 
solution is possible due to the multi-faceted nature of this problem. What is apparent is that none 
of the stakeholders involved is satisfied with the status quo. While Canadian dentists do favor 
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government involvement in dental care, they prefer a targeted approach rather than a universal 
and direct delivery approach (Quinonez, Figueiredo, et al, 2009). 
Quinonez, Figueiredo, Azarpazooh, and Locker surveyed Canadians through a land line 
telephone survey regarding their preference for receiving publicly-financed dental care. While 
the results are useful in adding to our growing body of literature on this topic, it has significant 
potential for bias. Firstly, those most in need of publicly-fmanced dental care are the low SES 
and homeless - neither group is likely to have access to a phone. Further, there are many 
households that strictly rely on cell phones rather than land lines, which was identified by the 
authors to be a limitation in this study. Therefore, further research on this topic should employ a 
different survey method that is accessible by the population under study -low SES individuals. 
Partnering with social services agencies may be more successful in achieving a more 
representative sample. Utilizing a stratified sample design is indicated. 
While one article did allude to the fact that dentists are volunteering their time to serve 
low SES, they do not fully explore this issue. Future research should examine the dentists' 
perceptions of whether they would be more willing to provide free services in a model where the 
patients earned their care through community service. The model described in Michigan has led 
to a rapid expansion of likeminded models throughout the state which suggests the dentists are 
happier forfeiting their opportunity costs in this manner, but also that patients prefer this model 
as well. Some of the literature refers to cultural barriers based on patients ' perceptions of being 
unwelcome by some private practices (Quinonez, Figueiredo, et al, 2010). Perhaps knowing they 
have worked for this care decreases this perceived barrier. Therefore, those Michigan patients 
should be surveyed to ascertain their perceptions on working for their free care, as well as the 
dentists' perspectives on providing said care. 
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The existing Canadian model of dental care being separated from medical care is 
approximately 50 years old, and is consistent with our American neighbours. The national 
dentists' association was an integral part of this decision, and judging by the CD A's current 
position it appears they are reluctant to support any radical changes, such as including dentistry 
as part of our universal health care system. However, it is a relevant concern and further research 
should be conducted nationally to determine the opinions of the current dental workforce, 
particularly dentists who would feel the greatest impact due to their self-employed, private 
practice model. It would be worthwhile to explore dentists' comfort level with balance billing the 
public insurance plans, as they may see this as an equitable response based on the fact that many 
patients covered by private insurance pay a copayment. 
This review found several examples of collaborative health care models, which included 
dental health services, located within one clinic (Simons, Pearson, et al, 2012; Byck, Cooksey, et 
al, 2005; Higbea, Palumbo, et al, 2013). This is different from the standard Canadian low-cost 
clinic models. However, these models were well-received and successful. Given that many low 
SES Canadians use the medical pathway to find pain relief for dental disease, it is likely they 
would also be amenable to an intercollaborative community clinic model. Intercollaboration may 
achieve better health, improve relations between all health professionals, and reinforce the 
professional Code of Ethics for all involved. 
In all low SES models examined, compensation for the dental work force was an issue. 
Volunteering services means lost productivity. By providing some form of compensation, an 
honorarium perhaps, this burden could be reduced albeit not eliminated. This compensation 
could come from public funds as they are likely to reduce the number of visits to ER departments 
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or doctor's private offices for dental care. However, this would need to be estimated from 
administrative records. 
Many models were from foreign countries, so their success in Canada may be harder to 
predict (Simons, Pearson, et al, 2012; Byck, Cooksey, et al, 2005; Higbea, Palumbo, et al, 2013). 
Whatever model is chosen, it must have buy-in from all stakeholders to be successful. More 
affluent Canadians should understand that their tax dollars ultimately pay for those seeking care 
through the medical pathway; therefore, earmarking public money for support of low SES oral 
health is not necessarily an added burden. Also, low SES currently pay for their services with 
their after tax income, whereas, those with employee benefits are not being taxed on those 
benefits, which amounts to a tax break for more affluent Canadians. 
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Chapter Four - Analysis 
Careful consideration of dental care fmancing, the existing barriers to access, and 
predicted future trends should inform the choice for the best low-cost community dental clinic 
model. The Prince George EDOC operates in a very limited capacity through the efforts of local 
volunteer dental professionals. The current model, while an important link in the chain of health 
care, is insufficient to meet the needs of this community' s low SES population. The existing 
Board of Directors would like to expand these services to include full service dental care, rather 
than focusing singularly on emergency pain relief through tooth extractions. An exploration of 
alternative models of low cost dental care was undertaken through a review of the literature to 
expand the knowledge of innovative care delivery options. The question, "What is the most 
feasible low cost dental care delivery model to meet the complete dental care needs of low SES 
individuals in Prince George, BC?" needs to be answered. 
A stakeholder analysis was implemented in order to determine the best model to serve the 
needs of the Prince George community. A stakeholder can be defined as "a person or group that 
has an investment, share, or interest in something, as a business or industry" 
(http://dictionary.reference.com/browse/stakeholder ). Using this definition, the author 
established a list of all those who needed to be considered in determining the appropriate model, 
ranking the primary and secondary stakeholders accordingly. The goal of this analysis was to 
develop a strategic view of the relationships between the different stakeholders and the issues 
most relevant to each. 
This analysis aided in identifying the interests of all stakeholders who may have an 
impact on or be impacted by the community dental clinic. Any potential conflicts were revealed, 
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as well as any previously unrecognized opportunities. Through this process, groups or 
individuals were identified that should be encouraged to join in the development of this project. 
Furthermore, negative outcomes were identified with a goal of enhancing the success of the 
proposed community dental clinic. 
Ultimately, identified stakeholders may be invited to participate in the development as 
this will be important to the sustainability of the chosen clinic. Involving stakeholders early on 
has the potential to build a sense of ownership over the project, as well as providing 
opportunities for learning along the way. 
The identified stakeholders were used to populate the following table (Table 1.0). A 
stakeholder' s classification was ranked according to how important the establishment of the 
clinic would be, and also by how much power or influence they hold over the development of a 
low cost dental clinic model. Next, the role of the stakeholders was considered. For some, there 
were multiple roles the stakeholder could fulfill. For others, their role(s) could have either a 
positive or negative influence on the establishment of the clinic. In such an analysis it is equally 
important to consider both possibilities as the sustainability of any venture may be threatened by 
the negatives that are identified, but not dealt with. 
The potential clients for our alternative clinic model are low SES individuals who lack an 
ability to pay for dental care, either due to lack of dental insurance or lack of finances, or both. It 
is expected that the patients will fully support the new clinic as it will expand the range of 
services available to them, as well as the number of hours offered for appointments. Closely 
linked with this group is the Prince George Native Friendship Centre (PGNFC), another primary 
stakeholder. Currently, PGNFC partners with NH to support the operation of the Prince George 
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EDOC. As our proposed clinic will expand the operations/services of Prince George EDOC, the 
EDOC itself must also be identified as a primary stakeholder. The PGNFC would likely be a 
strong advocate for enhancement of services, provided they remain available to their members. 
Many of the clients who seek care at the current EDOC suffer from mental illness and are 
unlikely to fmd pre-booked, highly structured dental appointments manageable. As such, 
emergency or flexible appointment services are likely to remain a priority for PGNFC. Any 
proposed model must respect the diverse needs of its stakeholders or anticipate conflict in trying 
to pursue its alternate path. Since the EDOC enjoys complimentary tenancy at the PGNFC it 
makes sense to preserve this professional relationship. Further, the clinical space is underutilized 
with the EDOC as it only offers six hours per month of dental care. Any proposal must seek to 
exploit the significant advantages contained in this rent-free arrangement. Remaining at this 
location should be a high priority. The sustainability of any model is enhanced when the greatest 
overhead cost is virtually eliminated. Currently there are other First Nations agencies with the 
potential for a competing interest. The Central Interior Native Health Society (CINHS) offers a 
variety of health services to its clientele, all under one roof, as does Carrier Sekani Family 
Services and others; however they do not offer dental care at this time. Referrals are made to the 
EDOC if the patient does not have an established dentist. To avoid future competition for limited 
sponsor dollars, it is recommended that these secondary stakeholders be invited to participate in 
the discussions involving the proposed clinic. As stakeholders, they may assist in advocating for 
funding. Adding CINHS' voice to the PGNFC and the EDOC will benefit the patients, the 
community and potentially serve to inform Canadian-wide initiatives to improve First Nations ' 
health access and outcomes. 
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The next vitally important group of stakeholders includes local dentists, dental hygienists, 
and dental assistants who refer patients to the EDOC, but also volunteer their time and expertise 
to treat this underserved population. The key stakeholder within this group is local dentist, Dr. 
Richard Wilczek, who championed the establishment of the current EDOC. The existing 
professional relationships between Dr. Wilczek and local dentists can be explored for support of 
the proposed model. The demonstrated success of the EDOC is expected to enhance trust in the 
proposed model, provided Dr. Wilczek is in support of this model. As described by Bruce 
Wallace (2013), a champion is integral to the success of any clinic model. 
Another primary stakeholder is the CNC Dental Studies Clinic. This is a community 
clinic that offers preventive dental care and oral health education. Its low-cost structure allows 
low SES individuals to access this valuable care in an economical manner. The CNC Dental 
Clinic refers its patients back to their regular dentist for examinations and any required 
restorative care. When a patient indicates they do not have a regular dentist, the clinic 
determines if this is due to lack of interest, or if some other barrier to access exists. In the case of 
finances, the CNC Dental Clinic refers patients to the EDOC, and more recently to the Walk-In 
Dental Care clinic if the patient has some form of insurance. Sometimes, patients lack the 
fmances, are in pain, and must accept a tooth extraction as the only available treatment at the 
EDOC. Since this may be avoidable if a patient could afford a filling, the CNC Dental Clinic 
would be interested in a full service dental clinic model that would allow patients the autonomy 
to influence their care plan. 
A primary stakeholder with the potential to view a new model dental clinic as a negative 
is the newly established Walk-In Dental Care clinic. This clinic is located within a few blocks of 
the existing EDOC, it only offers restorative dental treatment, and it accepts all dental insurance 
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plans at par, including government plans. It provides a unique business model in this city as 
patients are not required to pre-book appointments. This is modelled after existing medical walk-
in clinics. This is an attractive feature for patients whose lifestyle impedes their ability to 
schedule appointments. On the positive side, the EDOC could refer patients with public forms of 
insurance to this clinic for increased treatment options rather than simply tooth extractions. 
Those without insurance would still require a volunteer dentist. As such, the Walk-In Dental 
Care clinic must be surveyed to fully assess the impact on the new model. 
If a patient-as-volunteer model is adopted, the community as a whole may benefit. For 
that reason, the City of Prince George is a stakeholder. The volunteer hours needed to source 
treatment from a partner dentist will lead to an enhanced community experience. Many non-
profit agencies are in need of volunteer help; the SPCA, Saint Vincent de Paul Society, etc. Also, 
the patient volunteers could gain skills, expand their social network, and have an opportunity to 
meet their dental needs. This model may be useful for other applications and collaborating with 
these agencies may lead to new discoveries. 
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Table 1.0 Stakeholder Groups 
Stakeholders Stake/Obligation Potential Role in Clinic 
Low SES individuals Treatment needs Patients, Advocates 
Prince George Native Treatment needs of their members; Partner, Landlord, Advocates, 
Friendship Centre EDOC is their tenant Patients, Referrals 
Prince George Dental Increased demand for volunteer hours; Workforce, Advocates, Donations, 
ProfessionalsNolunteers referral option for patients of low SES; Referrals, Collaboration 
Denture Clinic(s) Increased referrals for dentures; potential 
for word-of-mouth marketing. 
Northern Health, Local Improved health outcomes within region; Partner/funding source, Advocates, 
Doctors and staff of the ER Decreased use of medical pathway for Donations, Referrals 
treatment of dental disease 
City of Prince George Improved community health outcomes Advocates 
Social Services Agencies Referral for clients in pain/suffering; Referrals, Advocates, lnterprofessional 
increased opportunity for interprofessional collaboration, Partner 
collaboration . 
Walk In Dental Care Clinic Competition for low SES dental patients; Referrals, Competition, Source of 
referral for patients lacking the ability to conflict if not involved with 
pay out of pocket; competition for dental development of new clinic model 
workforce. 
Emergency Dental Outreach Opportunity for collaboration; division of Referrals, Partner/Collaboration, 
Clinic resources to treat common patients. Advocates, Source of conflict if not 
involved with development of new 
clinic model 
Private Dental Practice Referral point for low SES patients & Workforce, Advocates, Donations, 
Owners avoidance of administrative problems Referrals, Collaboration 
related to public dental plans. 
Potentially increased competition for 
patients if range of services offered is 
expanded. 
Provincial Government - BC Initially increased expenses as monetary Partner, Monetary Grant(s), 
(MEIA, PWD dental plans) grant(s) may be sought for establishment Advocates, Collaboration, Volunteer 
Federal Government- of an alternative clinic model. 
Canada (NIHB plan) Increase in number of dental claims for 
First Nations Health Authority public insurance plans as access 
increases. 
Potential decreases in amount of average 
dental claims as problems that are 
identified earlier are less expensive to 
treat. 
Decrease in medical costs associated 
with use of medical pathway for dental 
disease. 
Community of Prince George Potential overall increase in productivity Advocates, Collaboration, Volunteer 
as health of community improves. 
Increased potential for employability of 
some treated patients may lead to 
positive impacts on local economy. 
Central Interior Native Health Increased competition for health care Advocates, Partner, Collaboration, 
Society funding that is targeted at same group. Volunteer 
Opportunity for collaboration with new 
clinic. 
Employers in Prince George, Potential for increased productivity and Advocates, Collaboration, Volunteer 
BC decreased sick time for low paid, 
uninsured workers. 
Potential for increase in number of 
suitable job applicants once their dental 
disease has been treated . 
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Chapter Five - Development of Questionnaire 
The choice of a low-cost dental clinic model is best determined after an assessment of the 
attitudes and values of dental professionals. There is no point in pursuing the development of any 
model that lacks the support of the very professionals who are needed for provision of care. 
Furthermore, the results of such a survey may indicate that no new model of care is indicated at 
this time. 
In determining the information to be sought, careful consideration was given to the target 
market for any low-cost dental clinic. The author wanted to ensure the survey respondents 
understood the term ' low SES' at the outset, or subsequent answers may prove unreliable for 
assessment purposes. Therefore, the first question asked of respondents reflected this concern. 
The remaining questions are aimed at assessing the existing access for low SES 
individuals in BC, the status of their dental treatment in private dental practices, and the existing 
attitudes towards treating low SES patients. Understanding the professional perception of dental 
treatment needs in this group is significant as we rely on their support in fmding solutions to 
providing care. Also of interest is whether the literature findings support the reported practices 
for funding and billing dental care in the low SES population. 
To determine the support for a volunteer/philanthropic model, it is necessary to assess the 
philosophical and ethical support for providing care as part of one ' s professional duty. Also, 
surveying the professionals regarding their concerns about potential abuse of low-cost dental 
care is an important component in selecting the preferred model of care. Preventing disease 
progression is a priority for dental professionals and may be a deterrent to providing free dental 
care to low SES individuals if continued maintenance cannot be counted on. Questions number 
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22, "Do you believe oral hygiene instructions and patient education are a valuable component of 
care for low SES patients?" and 23, "If you knew a low SES patient had committed to attend an 
oral hygiene and education seminar, would you be willing to volunteer to treat this patient?", 
were developed to assess whether an oral hygiene education component would enhance support 
for volunteering in a philanthropic clinic model. 
The last question, "Do you think it is acceptable for low SES individuals to visit the ER 
at their local hospital in order to fmd relief for dental pain?" seeks to answer whether or not 
dental professionals are okay with the status quo. If they see no problem with low SES seeking 
pain relief through the medical pathway, we may not need to proceed with this project. 
The survey of social service workers is relevant to the development of any 
philanthropic/volunteer model of care. Firstly, such a clinic is reliant on patient referrals from 
such agencies. Secondly, their considerable expertise in funding and grant proposals may make 
them a powerful ally in developing a new clinic model. Next, support for an innovative 
philanthropic/volunteer model that requires patients to earn their care through volunteerism is 
going to need buy-in from the agencies that refer them to the clinic in the first place. 
The survey will be administered electronically using FluidSurveys with the next 
registration renewal for dental professionals throughout BC. This will ensure all local practicing 
professionals (estimated population size of 220 combined dentists, dental assistants, and dental 
hygienists) are given an opportunity to complete the survey. An invitation to participate in the 
survey and a link to access the questionnaire on FluidSurveys will be included as part of their 
emailed renewal notification. A call back procedure will be implemented up to three times to 
enhance achievement of an ideal response rate of 80 percent. 
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The social service referral agencies will be sent a letter of invitation to participate in a 
mix of paper-based and online surveys to facilitate an efficient and inexpensive survey 
distribution. A call back procedure will be implemented for both the online and paper-based 
survey formats, again seeking an ideal response rate of 80 percent. Gloria Gardner, the EDOC 
clinic administrator, will provide the contact information for all existing EDOC referral agencies. 
Initial contact with the referral agencies will be used to inform the author of the estimated 
population size. 
The survey questions are designed to be answered using a ratings scale from ' Strongly 
Disagree ' to 'Strongly Agree'. 
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Chapter Six - Conclusions and Recommendations 
There are public forms of fmancing available for low SES dental patients, but substantial 
gaps in access continue to exist. Although there is support for enhanced public financing, there is 
also evidence that this alone does not guarantee access to care. Another related issue is whether 
or not dental professionals support further government financing. Dentists have indicated their 
preference for keeping the existing mix of private and publicly financed models with targeted 
government support. It is the author' s opinion that the preferences of the professionals delivering 
the services must be considered and respected as part of the development of recommendations to 
address the existing gaps in dental care access. Currently, dentistry is provided primarily through 
a single model of care, unlike medicine which is offered through several models. Therefore, the 
solution to dental care access may be found through consideration of an alternative, innovative 
model of care delivery rather than solely increasing government financing. This may enable 
consideration of the patient's preferences for care also. 
The options for low SES individuals to access care have improved with the recent 
opening of a walk-in dental clinic in Prince George, BC. This clinic runs with one dentist, one 
dental assistant, and one receptionist on staff. There are no pre-booked appointments as patients 
arrive on their own impetus. All public dental insurance plans are accepted at par which 
eliminates the fmancial challenges historically plaguing individuals with these forms of third 
party insurance. The preliminary impact on the EDOC has been a reduction in the number of 
patients seeking pain relief. However, it is too early to measure this impact, or even to estimate 
whether it will be maintained. The important fact is that people are seeking the restorative care 
they need and can access it within regular business hours. The missing factor in this equation is 
preventive dental hygiene services. If there is no change to the existing models of dental care 
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delivery, we will continue to treat the damage from oral diseases which are avoidable through 
preventive and restorative oral care. 
Table 2.0 Summary of Existing Dental Services in Prince George, BC 
Private Practice Prince George Walk In Dental CNC Dental Clinic 
Dental Clinics Emergency Dental Care Clinic 
Outreach Clinic 
Payment Methods Accepted 
Third party private Third party public Third party private Out of pocket, single 
dental insurance dental insurance dental insurance fee payment 
accepted accepted at par accepted accepted 
Out of pocket, fee- Monetary donations Third party public 
for-service payment accepted dental insurance Fee waived in 
accepted accepted at par special cases 
Free service Out of pocket, fee-
provided to those for-service payment 
lacking the ability to accepted 
pay 
Dental Services Provided 
Comprehensive Emergency pain Emergency and non- Dental hygiene 
dental care relief only: primarily emergent dental assessment, 
provided: includes tooth extractions restorative care diagnosis, and 
dental hygiene provided preventive care 
preventive care No dental hygiene No dental hygiene 
preventive care preventive care 
The preferred model of dental care delivery must provide comprehensive patient care for 
all members of the population. While great strides are being made in Prince George, BC, they 
still do not offer dental hygiene preventive care at par (that is no balance billing) for those with 
third party public insurance plans (MEIA, NIHB, PWD, etc.), or the uninsured who lack the 
ability to pay out of pocket. Lacking is comprehensive care, including restorative care, for those 
who lack any public insurance coverage or the ability to pay out of pocket. The literature 
supports the assertion that public financing alone will not guarantee access. Since universal 
43 
dental care coverage does not appear to be a solution or even a possibility in the near future, the 
model of choice is going to be collaborative, involving some philanthropic and some public 
contributions. 
Many of the community dental care models outside of Canada were housed in a larger 
CHC that provided a variety of health services in one location. This removed some of the 
barriers such as transportation and added translator services for new Canadians. In Prince 
George, the CINHS has established a scaled down version of such a clinic, but has not been able 
to acquire enough physical space to expand the services it offers. If this were available, the 
recommended model for Prince George, BC would be dental services offered to low SES within 
the CINHS CHC. Until such a building can be secured for expansion, another option needs to be 
considered. 
One of the challenges to recruiting volunteer dental professionals to work at the EDOC is 
the perception that unscrupulous individuals may exploit these services to obtain ' free ' care. The 
proposed model should address this concern by securing the patient's commitment through 
participation in an oral hygiene seminar. The Michigan model examined in the literature review 
is a very workable alternative. It secures patient commitment first by having patients submit to a 
two hour oral health education seminar, and second by establishing a treatment plan following 
screening and dental hygiene therapy, including radiographs. At this point the patient' s 
commitment is undeniable. The final step is for the patient to volunteer their own time to 
community service in exchange for complimentary dental restorative care by a participating 
dentist. Each hour they volunteer is assigned a prescribed dollar amount (such as $25/hour). The 
number of volunteer hours required is based on the actual cost of their treatment plan (excluding 
dental hygiene and radiographs). Once the volunteer hours are completed, the patient is matched 
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to a partner dentist. The partner dentist completes the treatment within their regular work day at 
their own office with all of their familiar staff and equipment. Although they are still 
volunteering their time and skills, they can feel rewarded by the knowledge that the patient has 
also volunteered a substantial number of hours to receive their care. The EDOC would be the 
chosen location for the oral health education seminars to be conducted by participating dental 
hygienist volunteers with a future goal of collaboration with CNC Dental Studies to utilize 
students for this component. Subsequent to the seminar, patients will be booked for a 
comprehensive examination, radiographs, and initial periodontal therapy by a dental hygienist. 
The dental hygienist will develop a treatment plan in consultation with a dentist, and the patient 
will begin their volunteer hours towards their dental restorative treatment. Administrative 
staffmg costs, ancillary costs, and bookkeeping costs are estimated to add 25 percent to the 
anticipated operating costs of the EDOC and must be included in any proposals. Once the 
volunteer hours have been completed and confirmed by the EDOC Clinic Coordinator and/or 
staff, the patient will be matched with a partner dentist for treatment. Coordination of the 
volunteer activities is essential to success of the proposed model. Therefore, the questionnaire for 
social services agencies will contain the following question 18, "Would you be willing to 
collaborate with a philanthropic/volunteer dental care model that required low SES patients to 
earn their care through volunteering with charitable/non-profit organizations?" The dental 
hygienist services are anticipated to remain as volunteer; however, the response to the survey 
will inform the proposed delivery model. 
Dr. Wilczek's role would be to articulate the benefits of this model to local dentists to 
encourage their participation in such a system. Some of the benefits to this model are that 
dentists and their staff can see patients in their private practices where their own reliable and 
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familiar equipment is available. These patients could be incorporated into their regular office 
schedule, allowing the dentist to spread his/her volunteer hours out over time. This is 
advantageous because it is less of a sacrifice than giving an additional three volunteer hours after 
completing a regular work day in their office, which is how the existing EDOC schedule is 
structured. This also reduces the opportunity costs experienced by the dentist because the 
treatment is more evenly blended into their regular schedule instead of requiring a chunk of time 
be 'donated' at once. In the EDOC, dentists are mostly restricted to providing pain relief through 
extractions. This can be detrimental as progressive edentulousness has a negative health impact 
on nutrition, self-esteem, and employability of the patients. Therefore, the proposed clinic model 
should achieve better health outcomes for patients, and possibly greater professional satisfaction 
for the operators. One potential concern is the financial impact of using up the dentist's own 
supplies and materials as part of treatment. To minimize this impact, it is essential that no dentist 
be inequitably sourced for volunteer dental care. The entire dental community must be 
encouraged to share this volunteer endeavor. It is important to note that dental professionals will 
still be required to volunteer at the EDOC. There are patients needing care that will never be able 
to reliably visit a private practice dental clinic. As a result, it may be easier to allow the local 
dentists to self-select which site is best-suited to their preference for volunteering. 
This proposed model mimics the Michigan model, but will not be housed within a CHC. 
It will be important to involve the social agencies in preliminary discussions to ensure 
opportunities for volunteering be revealed and coordinated with their assistance. These agencies 
will be a source of referrals to our proposed clinic, but they will also provide the patients with 
opportunities to complete their volunteer hours. To achieve and maintain a mutually beneficial 
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relationship, it will be imperative that their expertise is respected and prioritized in developing, 
coordinating, and implementing a volunteer schedule. 
47 
6.2 Proposed Model of Care: Patient Flow Chart 
Social Service Agency refers patient l 
Patient goes to EDOC l 
Patient attends oral health education seminar l 
Comprehensive exam/screening/radiographs l 
Patient completes volunteer service hours based on proposed 
treatment plan l 
Patient referred to partner dentist l 
Dentist completes dental treatment in his/her own private 
practice office 
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Appendix 1 
Survey of Dental Professionals' Attitudes towards a Low Cost 
Community Dental Clinic Model 
This survey seeks to collect relevant feedback from practicing dental professionals to 
facilitate implementation of an innovative alternative dental care delivery model intended 
to enhance access to basic preventive and restorative dental care for underserved 
populations. 
First we would like to ask a few questions about you: 
How many years have you been practising in your field? ____ _ 
What is your gender? Male Female 
Indicate your professional status: 
Dentist Dental Assistant Dental Hygienist __ 
For the next several questions, please circle a number from 1-5 to indicate how 
much you agree with that statement. On a scale where "5" means you have a 
great amount of agreement with the statement and "1" means you have none at 
all, how would you rate your agreement with the following statements? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
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1. Do you understand the term low socioeconomic status (SES)? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
2. Do you currently treat patients who you would classify as low SES? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
3. Considering your response in question 2, what percentage of your patients would 
you classify as low SES? 
4. Of those low SES patients that you treated, did they complete all of the care that 
you prescribed? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
5. Of those low SES that you treated, did they possess some form of dental 
insurance? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
6. Of those low SES that you treated , did they cite financial cost as a reason for not 
completing all of the prescribed treatment? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
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7. Of those low SES that you treat, do they attend your dental practice at regular 
recall intervals? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
8. Of those low SES that you treat, would you characterize their attendance at your 
practice as intermittent? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
9. Do you accept public forms of dental insurance plans? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
10. Do you require patients with public forms of dental insurance to pay the balance 
between the BCDA Fee Guide and the government negotiated fee? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
11.Are you comfortable treating patients of low SES in your private dental practice? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
12. Do you ever refer low SES patients to low cost dental clinics for service? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
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13. Do you believe every Canadian has a right to basic dental care? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
14. Do you believe it is the ethical responsibility of dental professionals to advocate 
for services for low SES individuals? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
15. Do you believe you have an ethical responsibility to volunteer your services to 
treat low SES individuals who have no ability to pay for their oral care? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
16. Do you believe the government has an ethical responsibility to ensure low SES 
individuals receive basic oral care? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
17. Do you support the provision of basic dental care through PhilanthropicNolunteer 
dental clinics? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
18. Do you support the provision of basic dental care through subsidized/social 
enterprise dental clinics? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
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19. Do you support the provision of basic dental care through Teaching Clinics? 
1 
Strongly 
Disagree 
2 
Disagree 
3 
Don't Know I 
Uncertain 
4 
Agree 
5 
Strongly 
Agree 
20. Do you support the requirement for patients receiving complimentary dental care 
to commit to a specified number of volunteer hours prior to receiving their 
treatment? 
1 
Strongly 
Disagree 
2 
Disagree 
3 
Don't Know I 
Uncertain 
4 
Agree 
5 
Strongly 
Agree 
21.1f a PhilanthropicNolunteer dental clinic model were developed with the 
requirement for patients to earn their dental care treatment through a 
commitment to volunteer a specified number of hours of their own time, would 
you be willing to provide the care they needed for free? 
1 
Strongly 
Disagree 
2 
Disagree 
3 
Don't Know I 
Uncertain 
4 
Agree 
5 
Strongly 
Agree 
22. Considering the previous scenario, would you be willing to treat the low SES 
patient within your own practice once they completed their prescribed volunteer 
hours? 
1 
Strongly 
Disagree 
2 
Disagree 
3 
Don't Know I 
Uncertain 
4 
Agree 
5 
Strongly 
Agree 
23. Do you believe oral hygiene instructions and patient education are a valuable 
component of care for low SES patients? 
1 
Strongly 
Disagree 
2 
Disagree 
3 
Don't Know I 
Uncertain 
4 
Agree 
5 
Strongly 
Agree 
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24.1f you knew a low SES patient had committed to attend an oral hygiene and 
education seminar, would you be willing to volunteer to treat this patient? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
25. Do you worry that unscrupulous individuals will abuse the services provided at a 
low cost PhilanthropicNolunteer dental clinic in order to obtain discounted or free 
dental care? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
26.1f you work in private practice as an employed dental auxiliary, would you expect 
to be compensated for assisting the dentist while he or she provided dental 
treatment for free to a low SES patient during regular business hours? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Aaree 
27. Would you be willing to volunteer your time and skills to provide oral hygiene 
instructions and education to low SES individuals? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
28. Do you feel oral health is essential to overall health? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
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29. Have you ever provided treatment to low SES individuals for whom you received 
no compensation? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agr ee Strongly 
Disagree Uncertain Agree 
30. Considering your response in question 29, how often hav e you provided 
treatment to low SES individuals for whom you received n o compensation? 
31. Thinking of the previous scenario, were you aware that yo u were not going to 
collect any compensation prior to providing the service? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agr ee Strongly 
Disagree Uncertain Agree 
32. Do you think the existing models of dental care delivery a re sufficient to address 
the needs of low SES individuals? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agr ee Strongly 
Disagree Uncertain Agree 
33. Do you think it is acceptable for low SES individuals to vis it the ER at their local 
hospital in order to find relief for dental pain? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agr ee Strongly 
Disagree Uncertain Agree 
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34. Other comments: ------------------------------------------------
Thank you for your anonymous participation in this survey! Your responses will be 
considered in developing an innovative alternative dental care model for low SES 
individuals. 
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Appendix 2 
Survey of Social Service Workers' Attitudes towards a Low Cost 
Community Dental Clinic Model 
This survey seeks to collect relevant feedback from social service professionals to 
facilitate implementation of an innovative alternative dental care delivery model intended 
to enhance access to basic preventive and restorative dental care for underserved 
populations. 
First we would like to ask a few questions about you: 
How many years have you been practising in your field? ____ _ 
What is your gender? Male Female 
Indicate your professional role: 
Social Worker Administrator Other 
For the next several questions, please circle a number from 1-5 to indicate how 
much you agree with that statement. On a scale where "5" means you have a 
great amount of agreement with the statement and "1" means you have none at 
all, how would you rate your agreement with the following statements? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
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1. Do you feel oral health is essential to overall health? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
2. Do you understand the term low socioeconomic status (SES)? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
3. Do you interact with people of low SES as a regular function of your job? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
4. Have you ever referred a low SES individual for dental treatment? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
5. Considering your response in question 4, how often (percentage) have you referred a 
low SES individual for dental treatment? 
6. Thinking of that referral , did you refer the low SES individual to a private practice dental 
office? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
7. Considering your response to question 6, how likely (percentage) are you to refer the 
low SES individual to a private practice dental office? 
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8. Thinking of that referral, did you refer the low SES individual to a low cost dental clinic? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
9. Considering your response to question 8, how likely (percentage) are you to refer the 
low SES individual to a low cost dental clinic? 
10. Thinking of that referral , did you refer the low SES individual to a philanthropic/volunteer 
dental clinic? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
11. Considering your response to question 10, how likely are you to refer the low SES 
individual to a philanthropic/volunteer dental clinic? 
12. Do the low SES individuals you interact with possess any form of dental insurance 
(public or private)? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
13. Thinking of the previous question, for those low SES individuals who possess dental 
insurance, were they able to obtain the care they needed? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
14. Do you believe the low SES should have access to basic dental care even if they cannot 
afford to pay for that care? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
65 
15. Do you believe dental health professionals have a moral and ethical responsibility to 
provide free services to enable the low SES to obtain the care they need? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
16. Do you believe the government has a moral and ethical responsibility to fund basic 
dental care services for the low SES? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
17. Would you support a philanthropic/volunteer model of dental care that required low SES 
individuals to earn their dental treatment by volunteering their own service to other 
charitable/non-profit community organizations? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
18. Would you be willing to collaborate with a philanthropic/volunteer dental care model that 
required low SES patients to earn their care through volunteering with charitable/non-
profit organizations? 
1 2 3 4 5 
Strongly Disagree Don't Know I Agree Strongly 
Disagree Uncertain Agree 
19. Other comments: -------------------------------------------------
Thank you for your anonymous participation in this survey! Your responses will be 
considered in developing an innovative alternative dental care model for low SES 
individuals. 
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